Achieving equitable access to health services is frequently a goal of health system reform in countries of Latin America ([@B1]). In 2014, the Member States of the Pan American Health Organization (PAHO) recognized the need for better access to health services across the Region of the Americas and declared their commitment to strengthening health systems and accelerating progress toward the Universal Access to Health and Universal Health Coverage goals ([@B2]). Shortly after, PAHO proposed a Regional monitoring framework that highlights access barriers as key metrics for measuring universal access ([@B3]). More recently, in 2019, PAHO introduced the Regional Compact on Primary Health Care for Universal Health (PHC 30-30-30), which explicitly set a goal of reducing barriers to health access by 30% or more by 2030 ([@B4]).

This renewed focus on achieving universal access to health underscores the need for effectively measuring equity in access barriers to health services for Regional and national monitoring and evaluation ([@B5]). Research on barriers to access health services has been useful in understanding the factors producing inequities in access and informing the design of interventions to reduce those disparities ([@B6] -- [@B9]). Recent studies evaluating access barriers in Colombia, El Salvador, Paraguay, and Peru show that 26% -- 66% of the population does not seek formal health care when experiencing a health problem ([@B6]). The principle reasons for not seeking care were long wait times, availability of resources, e.g., health personnel and medication, and lack of money; greater barriers affected the lower income quintile groups ([@B6], [@B7]). However, the extent to which these countries have improved inequalities in access barriers to health services in recent years is not known. The lack of evidence undermines policy efforts and hinders recommendations and responses by health systems to factors that affect the health needs of individuals, households, and communities ([@B8], [@B9]).

To address these gaps, this study presents summary measures of socioeconomic inequalities in barriers to accessing health services in Colombia, El Salvador, Paraguay, and Peru, countries with distinct health systems, but with a shared goal of improving health access and equity.

MATERIALS AND METHODS
=====================

Study design and data sources
-----------------------------

This was a cross-sectional study based on nationally representative household surveys conducted in Colombia, El Salvador, Paraguay, and Peru in 2010 -- 2016 ([Figure 1](#fig01){ref-type="fig"}). These countries were selected because they each: (i) have an explicit health system policy goal to provide equitable access to health services; (ii) have taken different approaches to achieving this goal ([@B6], [@B10]); and (iii) have recent, relevant data from population surveys available. Colombia and Peru reforms introduced health financing insurance and economic incentives, while El Salvador and Paraguay used comprehensive primary health care strategies encompassing changes in the governance of health care delivery and health workforce management.
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Variables
---------

The outcome variable was the percentage of individuals reporting barriers to seeking health services, which was measured as previously described ([@B5]). Individuals who reported having a health problem (disease/accident) and not seeking professional health care were considered to be facing access barriers. The reasons for not seeking health services were related to: quality of care, delays at the health center, wait time for an appointment, lack of time, shortage of health workers or medications, distance to care, financial limitations, and cultural factors. Household income was a proxy for socioeconomic status. To obtain individual-level estimates, household income was adjusted for household size, as described previously ([@B11]).

Statistical analysis
--------------------

A review by Wagstaff and colleagues ([@B12]) concluded that only two measures meet the minimal requirements for a good inequality measure: the slope index of inequality (SII) and the concentration index (CI). The measures of inequality selected for this study were the SII and relative index of inequality (RII). The SII was selected because its interpretation is more straightforward than the CI ([@B13]), and it can be presented in terms of "relative gap," which can express national and local health inequality targets ([@B14]).

The SII represents the regression (*β*) coefficient that shows the relation between the percentage of individuals reporting barriers to accessing health services in each socioeconomic group and the hierarchical ranking of that group according to individual income. Logarithmic data transformation and Maddala's weighted least-squares regression model were used to account for the non-linearity and intrinsic heteroscedasticity of the data as described previously ([@B15]). The SII was interpreted as the absolute change in the percentage of households reporting barriers to access from the highest to lowest hierarchical rank of family income. The ranking is expressed as a value between 0 and 1. That means that the SII can be interpreted as the change in the outcome variable (percentage of individuals reporting access barriers) for a unit change in the independent variable (income level rank), providing an estimation of the absolute gap across the socioeconomic groups from most to least deprived ([@B13]). An SII with a negative sign indicates a downward slope with lowest income groups and a higher percentage of individuals reporting access barriers; SII with a positive sign indicates an upward slope with a higher percentage of individuals reporting access barriers in the highest income groups.

The SII has limitations for comparing changes over time because the size of the gap will depend on the scale being used to measure the outcome variable. To address this, the RII was calculated by dividing the SII by the average level of individuals reporting access barriers across all socioeconomic groups. The RII can be interpreted as the proportionate gap relative to that average ([@B13]). Values \> 1 indicate a concentration of the indicator among the advantaged, and \< 1, a concentration among the disadvantaged ([@B13]).

The survey sample design was considered when estimating the outcome variable. Expansion factors at the individual level were applied in all cases to calculate national totals. When the unweighted number of observations in a specific subgroup was \< 25, results were omitted. For the inequality measures, 95% confidence intervals (95%CI) were used. Stata^®^ Statistical Software: Release 15.1 (StataCorp LP, College Station, Texas, United States) was used for all the statistical analyses. To aid in the interpretation and understanding of these measures, income quintile distributions were visualized graphically through Equiplot charts (International Center for Equity in Health, Federal University of Pelotas, Brazil).

RESULTS
=======

Barriers to accessing health services
-------------------------------------

[Table 1](#tbl01){ref-type="table"} shows a descriptive analysis of the total population by sex, income quintiles, and health insurance coverage. In general, the percentage of individuals in each income group remained stable over time across all countries. Health insurance coverage was higher in Colombia (95.4%), followed by Peru (75.5%), Paraguay (26.4%), and El Salvador (24.1%).

###### Descriptive analysis of studied population by sex, income quintile level, and health insurance coverage, selected Latin American countries, 2010-2016

  Variables                       2010   2011   2012   2013   2014   2015   2016
  ------------------------------- ------ ------ ------ ------ ------ ------ ------
  **Males**                                                                 
  Colombia                        48.5   \-     48.7   48.7   48.7   48.3   48.6
  El Salvador                     \-     44.5   45.1   44.3   47.5   45.8   47.2
  Paraguay                        \-     \-     50.2   49.6   49.4   49.7   50.4
  Peru                            49.4   49.6   49.3   49.4   49.2   49.2   49.0
  **Wealth**                                                                
  Colombia                                                                  
  quintile 1                      23.2   \-     22.1   22.8   22.8   23.6   23.4
  quintile 2                      23.0   \-     23.5   23.2   23.4   22.8   23.4
  quintile 3                      21.2   \-     20.8   21.0   21.1   20.7   20.5
  quintile 4                      18.1   \-     18.9   18.2   17.8   18.0   18.0
  quintile 5                      14.5   \-     14.8   14.9   14.9   14.9   14.7
  El Salvador                                                               
  quintile 1                      \-     22.6   21.4   19.6   18.6   19.4   21.2
  quintile 2                      \-     22.5   21.2   19.4   19.6   19.3   20.1
  quintile 3                      \-     20.7   20.3   19.0   20.5   20.1   19.4
  quintile 4                      \-     18.6   17.9   21.1   20.1   20.7   20.2
  quintile 5                      \-     15.6   19.2   20.9   21.3   20.5   19.1
  Paraguay                                                                  
  quintile 1                      \-     \-     19.4   20.0   19.5   21.5   23.0
  quintile 2                      \-     \-     19.6   19.2   20.3   20.2   20.1
  quintile 3                      \-     \-     20.4   19.8   20.0   19.7   20.3
  quintile 4                      \-     \-     19.8   20.3   20.1   18.9   18.6
  quintile 5                      \-     \-     20.9   20.7   20.1   19.7   18.1
  Peru                                                                      
  quintile 1                      12.9   12.5   12.4   12.3   12.2   12.3   12.4
  quintile 2                      19.1   19.1   18.8   18.8   18.7   18.7   18.5
  quintile 3                      20.9   20.9   20.6   20.9   21.1   21.2   20.8
  quintile 4                      22.2   22.4   22.6   22.7   23.0   22.7   22.9
  quintile 5                      24.9   25.2   25.6   25.3   25.0   25.1   25.4
  **Health insurance coverage**                                             
  Colombia                        88.8   \-     90.8   91.4   94.2   94.8   95.4
  El Salvador                     \-     16.9   18.1   19.0   19.9   23.8   24.1
  Paraguay                        \-     \-     23.7   23.8   25.6   25.6   26.4
  Peru                            63.2   64.2   61.8   65.3   68.9   72.8   75.5

***Source:*** Authors' analysis of National Quality of Life Survey (ECD), 2010 to 2016, Colombia; Multiple Purpose Household Surveys (EHPM), 2011 to 2016, El Salvador; Ongoing Household Survey (EPH), 2012 to 2016, Paraguay; and National Household Survey (ENAHO), 2010 to 2016, Peru.

[Figure 2](#fig02){ref-type="fig"} shows the percentage of individuals experiencing barriers to accessing health services, by income quintile groups in the four countries. There was a clear socioeconomic gap in the percentage of individuals reporting a health problem but not seeking care, higher among the poorest income quintiles in all four countries.

This socioeconomic gap was particularly pronounced in Colombia and Peru ([Figure 2](#fig02){ref-type="fig"}), but diminished in El Salvador, Paraguay, and Peru during the study time period (2010 -- 2016). Except for Colombia, the percentage of individuals experiencing access barriers declined slightly by 2016, with the greatest decreases among the lowest income quintiles. By the end of the study period, the percentages of individuals reporting a health care need and experiencing a barrier to care were 25.6% in Colombia, 41.0% in El Salvador, 24.7% in Paraguay, and 65.9% in Peru. Data on the magnitude and type of barriers were previously published in this journal ([@B2]).
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Changes in inequalities of barriers to health services
------------------------------------------------------

[Table 2](#tbl02){ref-type="table"} shows the RII (relative) and SII (absolute) differences in inequalities between income levels from 2010 to 2016, for the four study countries. In Colombia, there was a clear association between the percentage of individuals reporting access barriers and income levels during all time periods, though RII scores decreased from -0.8 in 2010 to -0.6 in 2016. This socioeconomic inequality was associated with a negative gap between the highest and lowest income groups---61.8% of the national average of the Colombian population reported barriers in 2016 ([Table 2](#tbl02){ref-type="table"}). In El Salvador and Peru, most of the RII scores were equal to -0.2, and income-related inequalities remained relatively stable. Socioeconomic inequalities in these countries were also associated with a negative gap of 15.7% and 15.8%, respectively ([Table 2](#tbl02){ref-type="table"}). In Paraguay, inequalities decreased substantially, with RII scores declining from -0.7 to -0.3 during the study period.

DISCUSSION
==========

This study is the first to estimate progress made to reduce socioeconomic inequalities that affect barriers to accessing health services in Latin America. It also shows how countries in the Region can monitor equity in access, as proposed by the PAHO monitoring framework for universal health ([@B3]). The findings indicate that, on average, the percentage of individuals who do not seek formal care for a health problem was not reduced substantially during the study period. Also, the percentage experiencing access barriers is high across all countries, particularly in the low-income groups. However, this picture is complex and difficult to summarize due to mixed inequality trends.

In Colombia, absolute inequality remained relatively stable (shown by the SII), while relative inequality decreased over time (shown by the RII). In addition, among the poorest 20%, the percentage of individuals reporting barriers to access increased from 21.4% to 31.9%, and among the richest 20%, from 14.1% to 18.7%.

The opposite was observed in Peru. Absolute inequality decreased and relative inequality was comparatively stable. In the poorest income quintile, the percentage experiencing barriers was reduced from 68.1% to 69.2%; and in the richest, from 62.4% to 61.2%.

###### Socioeconomic inequalities of barriers in seeking health care, selected Latin American countries

  Country           National mean   SII    RII    Relative gap                                                                          
  ----------------- --------------- ------ ------ --------------------------------- ------ ------ ------ ------ ------ ------- -------- -------
  **Colombia**                                                                                                                          
  2010              21.4            19.6   23.3   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.8   -1.2   -0.4   -76.1   -122.2   -37.1
  2012              23.1            21.2   25.0   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.6   -1.0   -0.4   -63.6   -95.1    -36.9
  2013              24.7            22.7   26.7   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.5   -0.8   -0.3   -51.0   -81.0    -25.4
  2014              27.8            25.6   30.1   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.2   -0.7   -0.8   -0.5   -67.3   -84.7    -52.4
  2015              28.8            26.4   31.1   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.5   -0.7   -0.2   -47.4   -74.2    -24.8
  2016              25.6            23.1   28.1   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.6   -1.0   -0.3   -61.8   -98.7    -31.5
  2016-2010         4.2             3.6    4.8    0.0                               0.0    0.0    0.1    0.2    0.1    14.3    23.5     5.6
  **El Salvador**                                                                                                                       
  2011              42.5            36.5   48.5   0.0                               -0.1   0.0    -0.1   -0.3   0.1    -9.6    -31.3    6.7
  2012              41.0            35.3   46.7   0.0                               -0.2   0.1    -0.1   -0.4   0.1    -11.2   -44.0    13.6
  2013              39.0            33.4   44.7   -0.2[^a^](#TFN1){ref-type="fn"}   -0.3   -0.1   -0.4   -0.8   -0.1   -43.3   -83.0    -13.6
  2014              43.4            38.0   48.8   -0.1                              -0.2   0.0    -0.1   -0.5   0.1    -14.9   -45.9    9.2
  2015              45.6            39.6   51.5   -0.1                              -0.2   0.0    -0.2   -0.4   0.0    -15.6   -42.3    4.8
  2016              41.0            35.9   46.2   -0.1[^a^](#TFN1){ref-type="fn"}   -0.1   0.0    -0.2   -0.3   0.0    -15.7   -32.9    -2.3
  2016-2011         -1.5            -0.7   -2.3   0.0                               0.0    0.0    -0.1   0      -0.1   -6.0    -1.6     -8.9
  **Paraguay**                                                                                                                          
  2012              32.1            30.7   33.4   -0.2[^a^](#TFN1){ref-type="fn"}   -0.3   -0.1   -0.7   -1.1   -0.4   -74.2   -110.8   -40.7
  2013              27.1            25.7   28.4   -0.2[^a^](#TFN1){ref-type="fn"}   -0.3   -0.1   -0.7   -1.1   -0.4   -72.1   -109.3   -38.6
  2014              20.2            18.8   21.6   -0.1[^a^](#TFN1){ref-type="fn"}   -0.1   0.0    -0.3   -0.6   -0.1   -33.2   -64.7    -5.9
  2015              18.7            17.4   19.9   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   0.0    -0.6   -1.2   -0.1   -63.0   -119.4   -13.8
  2016              24.7            23.5   25.9   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   0.0    -0.3   -0.7   0.0    -29.6   -66.6    4.0
  2016-2012         -7.4            -7.3   -7.5   0.2                               0.2    0.1    0.4    0.4    0.4    44.6    44.2     44.7
  **Peru**                                                                                                                              
  2010              68.1            67     69.2   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.3   -0.2   -22.6   -29.1    -16.2
  2011              68.6            67.5   69.7   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.3   -0.1   -19.8   -25.9    -14.0
  2012              67.5            66.4   68.6   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.3   -0.3   -0.2   -25.8   -32.4    -19.5
  2013              65.2            64.1   66.3   -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.2   -0.1   -17.7   -23.7    -11.9
  2014              66.2            65.1   67.3   -0.2[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.3   -0.2   -22.9   -29.7    -16.3
  2015              65.9            64.8   67     -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.3   -0.1   -18.4   -25.2    -11.8
  2016              65.9            64.8   67     -0.1[^a^](#TFN1){ref-type="fn"}   -0.2   -0.1   -0.2   -0.2   -0.1   -15.8   -24.2    -7.6
  2016-2010         -2.1            -2.1   -2.1   0.0                               0.0    0.1    0.1    0.0    0.1    6.8     4.9      8.7

***Source:*** Prepared by the authors from these results.

significant at P \< 0.01.

95% CI: 95% confidence interval; SII: slope index of inequality; RII: relative index of inequality.

Note: The national means and SII indices are measured in terms of percentage of population who had a health care need, but did not seek care. The inequality gaps are the SII indices as a proportion of the national mean.

In El Salvador, income inequality remained stable in absolute terms, but relative inequality increased during the study period. Both the richest and poorest income quintiles saw decreases, from 42.5% to 41.0% and from 43.2% to 37.4%, respectively.

By contrast, Paraguay saw substantial decreases in socioeconomic inequalities, both absolute and relative. The reduction was most rapid among the poorest 20%, from 42.8% to 27.1%; less so among the richest 20%, from 23.5% to 22.4%.

All four countries showed improvement, but large inequality gaps persisted between the highest and lowest income population. Although, the RII and the SII are good measures of relative and absolute inequality ([@B12], [@B13]), they can lead to differing conclusions about the direction of change over time, depending on the trajectory of the indicator overall ([@B13]). The findings of this study demonstrate this issue. For example, in Peru, the percentage of individuals reporting access barriers among the poorest 20% decreased from 75.6% to 69.2%, and among the richest 20%, from 62.4% to 61.2% ([Figure 2](#fig02){ref-type="fig"}). As a result, absolute inequality between the two was reduced substantially, from 13.2 to 8.0 percentage points; but the relative inequality actually increased slightly, from 82.5 to 88.4. Such trends mirror those observed with the SII and RII.

To improve access to health services, especially among the poorest, Colombia and Peru expanded insurance coverage ([@B6]). Colombia introduced a social security system based on the managed competition model. Peru passed the Universal Health Insurance Law to expand coverage of health insurance ([@B6]). The results echo those of other studies that found limited improvements despite expanded insurance, with individuals in low-income groups still facing substantially more barriers than the richest ([@B1], [@B16]). These failings support the view that segmenting health insurance schemes across diverse population groups based on socioeconomic status leads to inequalities ([@B17], [@B18]).

El Salvador and Paraguay sought to improve access through a comprehensive primary health care strategy that gave priority to the public sector and directed funding toward vulnerable social groups. Since 2009, El Salvador has been implementing comprehensive reforms based on primary health care to guarantee universal and equitable access to health care ([@B6]). In 2008 -- 2013, Paraguay made substantial investments in primary health care, including the creation of first level of care units, consolidation of community primary care teams, and elimination of direct payments at the point of service ([@B6]). For these two countries, insurance coverage has not increased much, yet they have substantially reduced out-of-pocket expenditures on first-level health services and fewer people attribute lack of access to a financial barrier ([@B6]). Our study findings show that improvements made in Paraguay toward equality mirror evidence suggesting that in countries where primary health care is a high priority, the odds of achieving equitable health care are better ([@B19]).

A literature search for previous studies on socioeconomic inequalities and barriers to accessing health services did not return any for Colombia, El Salvador, Paraguay, or Peru. However, it did find a few comprehensive studies reporting trends similar to those observed in this study. A longitudinal study in Colombia from 2003 -- 2008 compared indicators of health inequality, and found that both concentration indices and horizontal measures of inequality improved with health insurance affiliation, access to medicine, and curative services ([@B20]). However, striking gaps were revealed in the proportion of health service utilization among the income quintile groups, with significantly fewer preventive and curative, as well as outpatient and inpatient health services used by the poorest. A cross-sectional study of factors influencing access in two municipalities of Colombia found that geographic and financial factors and obtaining required insurance authorization were the greatest barriers to accessing health services. The segmented nature of the Colombian health system and the role of insurance companies appeared to be related to these results ([@B21]).

In Peru, a national health accounts study showed that although self-reported health problems increased from 51.3% in 2004 to 61.5% in 2012, utilization of health services increased much less, from 31.0% to 32.7% ([@B22]). In addition, the percentage of those who reported seeking care for a health problem at a pharmacy (self-medication) increased from 26.3% to 29.3%. Similarly, demand for formal care fell among beneficiaries of SIS (Seguro Integral de Salud) and EsSalud, indicating a decline in the system's effectiveness and ability to meet the population's health needs ([@B23]). Another inequality study in Peru looked at concentration indices in 2012 and reported that distribution of health services utilization suggests a benefit for the richest populations, except at the Ministry of Health's non-hospital facilities ([@B24]).

The strengths of this study are its use of household surveys with a nationally representative sample size and inequality measures based on the entire socioeconomic gradient across all populations. The study looked at inequality in absolute and relative terms because both can move in opposite directions when the mean is changing over time.

Limitations.
------------

The study's main limitations involved analysis of explanatory factors, specifically reasons for not seeking formal health care when experiencing a health problem. Current national household surveys include explanations such as: "did not have time," "did not have money to pay for services," and "considered the problem unimportant," but do not give the respondent the opportunity to explain the circumstances behind the reason for not seeking care. However, these responses are indicative of and useful for monitoring trends in barriers to accessing care ([@B9], [@B21]). Also, survey data should be complemented with qualitative studies. Mix methods approaches can improve the understanding of the underlaying factors that influence access to health services and provide useful insights for policymaking decisions ([@B25] -- [@B27]).

Given the differences in the surveys across Latin American countries, comparability among countries becomes challenging. While this study did not aim to compare inequalities in access to health services between countries, careful revision and selection of variables across surveys was conducted, as described previously ([@B6]). Another limitation was the use of cross-sectional data, which restricts the ability to infer causality. Health system reforms to improve equity in access may take long periods to effect change, and time required to accurately evaluate such effects will vary. Furthermore, improvements in socioeconomic factors outside the health sector contribute to positive changes in health equity and access, and therefore, should be considered as well. Nevertheless, the methodology used in this study does not aim at determining causality. Rather, the study seeks to describe and explain trends in income-related inequalities in barriers to access health services over time.

Finally, the study's measure of access was based on barriers between the population and an initial contact with health services. We did not capture access in its broad domain, i.e., from realizing health services were necessary through the use of services, including treatment and follow-up, satisfaction with care, quality of services, and health outcomes ([@B28]). Therefore, it is possible that certain unevaluated aspects of access did not follow the same inequality trends observed. That said, similar studies found similar trends.

Recommendations
---------------

There are many factors that influence an individual's ability to access health services, and these in turn, affect inequality trends. Evaluation of specific factors was beyond the scope of this study, but warrants future research. The effects of health-sector reform strategies and policy initiatives on the equity of access to health services should be evaluated and barriers to access need to be monitored. There are few comprehensive studies that inform policymakers on effective ways to offer universal access to health care ([@B8]). Most research focuses on specific components of the health system, such as the effect of financing or service delivery mechanisms on patterns of health care utilization as a proxy of access (e.g., visit rates) ([@B8]). However, several authors have noted important limitations to this approach ([@B28] -- [@B30]): (i) those who use health services may have overcome substantial barriers; (ii) measuring health services use alone may mask significant obstacles faced by individuals who need care, but fail to use it.; and (iii), lack of use could be an informed choice or personal preference, and does not necessarily mean poor access. Health care access is a complex and multidimensional concept comprised of different, distinct dimensions that need to be considered, e.g., availability of health resources, location of health care centers, convenient office hours, gender, religion, etc.

Consequently, recommendations and policy responses give little attention to other factors influencing how and whether health systems respond to the health needs of individuals, households, and communities ([@B8]). Analytical frameworks that acknowledge the multidimensionality of access are increasingly being presented to explain the causes of inequities in access to health care, and have proven useful to informing interventions that reduce disparities ([@B8]).

CONCLUSIONS
===========

The link between wealth and access to health services is well documented internationally. The findings of this study reinforce the association. Across the four study countries--- Colombia, El Salvador, Paraguay, Peru---the percentage of the population faced with barriers to access was persistently high, particularly among low-income individuals and in spite of targeted health sector reforms. The mixed progress in inequality trends reflects the complexity and multidimensionality of access to health care. Countries that seek to achieve more equitable access require interventions that address modifiable determinants of access pertaining to the health system, individuals, and communities. The measures explored by this study can help develop the evidence base for reducing inequalities by monitoring equity at the local, national, and international levels.
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